A case of primary lung malignancy presenting as pericardial effusion with associated localised EpsteinBarr virus infection or persistence.
Pericardial fluid was analysed as per guidelines for diagnosis and management of pericardial diseases of European Society of cardiology. Pericardial fluid was positive for Epstein-Barr virus on polymerase chain reaction while polymerase chain reaction for Epstein-Barr virus from leucocytes in circulation and IgM antibodies for Epstein-Barr virus antigens were negative, consistent with localised pericardial presence of Epstein-Barr virus 1 .
Further study on pericardial fluid revealed malignant epithelial cells with morphology suggestive of adenocarcinoma. Immunohistocytochemistry was positive for CK-7, CEA, TTF1, EMA, and weakly positive for CKS, CK-6, and Ber EP4 and negative for HMBE1, PSA, HMB 45 and CK-20. In summary TTF-1 and CK-7 being positive was highly specific of lung primary 2 .
TTF-1 is a lineage marker for tumour arising from peripheral airway or alveolar epithelium and has no prognostic relevance 3 .
Chest X-ray after therapeutic drainage of pericardial fluid showed two opacities in right middle and lower zones. A computerised tomographic scan of the chest and abdomen revealed marked right hilar lymphadenopathy and a further nodal mass just below the right carina. A 1.7cm speculated mass was seen in the right upper lobe adjacent to the horizontal fissure with a little fluid in the fissure and surrounding consolidation. There were bilateral pleural effusions and further pleural-based lesion in the right lower lobe. Based on clinical and radiological findings the tumour was staged T1 N1 M1. An incidental finding of the presence of pulmonary thromboembolic disease bilaterally extending into 3 rd pulmonary division was also seen and hence the patient was started on a therapeutic dose of low molecular weight heparin. The patient was referred to oncology for further treatment Discussion: Pericardial inflammation and effusion due to Epstein-Barr virus infection is rarely reported. There are a few case reports of Epstein-Barr virus causing adenocarcinoma lung especially in Asian populations 4 . Malignant pericardial effusion and localised presence of Epstein-Barr virus can be explained either by malignancy secondary to EpsteinBarr virus infection 5, 6 or due to co-existing infection, thus making this a very rare case. It has been proposed that viral load estimation from malignant cell and non-malignant cell would have proved the causative role of Epstein-Barr virus 4 . As identification of causative role of Epstein-Barr virus has no implication in treatment or prognosis tissue biopsy and viral load estimation was not attempted. 
Merkel cell carcinoma of the cheek: Diagnosis in an elderly woman
Editor,
Merkel cell carcinoma (MCC) is an uncommon primary neuroendocrine skin tumour. It is commonly seen in the elderly, on the sun exposed areas which can mimic benign or less malignant skin tumors. We report a case of Merkel cell carcinoma of cheek in an elderly woman which was initially treated as a boil. This highlights the importance of considering this tumour in the differential diagnosis of head and neck skin lesions as it is fatal if not diagnosed and treated early.
Case History: A 93 year old woman was referred, with a left cheek swelling, progressively increasing in size over a period of two to three months. An initial clinical diagnosis of boil necessitated the administration of two courses of antibiotics by her GP, before attending the general surgical clinic. On examination a single, firm, non-tender, purple pink swelling with superficial central ulceration was noted on the left cheek, measuring about 4x4cm size with welldefined margins and normal surrounding skin (Figure) . The histology of a biopsy from an ulcer edge was consistent with Merkel cell carcinoma. Immunohistochemistry confirmed the diagnosis. Unfortunately this patient died two months after the diagosis.
Discussion: High index of suspicion is needed to diagnose some of the rare skin lesions. Merkel cell carcinoma of the skin is one of those uncommon, aggressive, neuroendocrine, cutaneous tumour most commonly found in head and neck region. It is a rare neuroendocrine tumour of the skin accounting for less than 1% of cutaneous malignancies, usually presents as red, purple or violaceous firm painless nodule or plaque. It is often mistaken for more common skin tumours because of its rarity.
Diagnosis can be made with histology alone and electron microscopy is encouraged as histologically it can resemble many other neoplastic processes. Immunohistochemistry is required for the definitive diagnosis of Merkel cell carcinoma. In our case malignant cells stained positive for CAM 5.2, CK-20 and chromogranin and negative for S100 and LCA (leukocyte common antigen).
Surgical treatment is the corner stone of the treatment.
Wide local excision with a clearance margin of 3-5 cm is commonly recommended [1] [2] [3] [4] . It is widely accepted that patients with regional node metastasis should undergo lymph node dissection. Adjuvant radiation therapy is generally recommended for primary site and lymph node basin in stage I and II disease. It may also be used as the only treatment for patients who are not fit for any surgical resection. Chemotherapy is generally reserved for the stage III disease. And no chemotherapeutic protocol has been able to achieve a significant increase in survival rate 3 Conclusion: Some distinctive features of presentation are red, violaceous, intradermal nodule in sun exposed areas. High index of suspicion is needed at first presentation as it frequently proves lethal despite various multimodal therapies if not diagnosed early. It is clear from the available data that early diagnosis and wide local excision will prolong the survival.
